MISSOURI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH
DEPARTMENT OF PUSLIC HEALTH AMD WELFARK (

Registration District No —

DO NOT WRITE AM| _ T -
ON THIS STUB ENDED Y
'~

1. PLACE OF DEATH . b 2. USUAL RESIDENCE (thre deceased lived. If institution: Residence befors
* CONTg4 ,Francois.. - SAT Mo, b €t Francolg *™"

b. cg;r (If oytside cerporare limles, glve TOWNSHIF only) Length of stay in 1b [ CITY InsldeLimits

Towy Bonng Terre, Mo. 10N Esther, Misgourl, [Y=jNO

]a f({' c. FULL NAME OF {If NOT in hospital, give location} " Inside Limits d.:;gEEETss . [if cutside, give location} Reside on Farm
_— R

HOSPITAL OR s
20 ? 0 INSTIUTION. Nurging: Home . . Yes No[J ) : i . fe. O No
3 3. NAME OF DECEASED First Middie Last 4. DAJE Month Day . . Year
(Type ot ptint} . _ - OF . T
p ) Verna ~ Mas iE1Tfs,:. | veamFeb 11,1963,

- 5. SEX 6. COLOR OR RACE 7. Married [J Never Married @k [B. DATE OF BIRTH | 9- AGE {last birthday) | IF UNDER | YEAR IF-UNDER 24 HR
- | . . N A& Widowed Divorced . . 1 Months | Days Hours Min.
5 Female White Idowed 0] vead O 1July 16,1943 19 :

S T A— 10a. USUAL. OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and.stafe or country) | 12. CITIZEN OF WHAT COUNTRY

ljurmg mol of worlug life, even if retired) Nona . St. ;Louis ,ms souri . U . S .A .

13a. FATHER" 5 NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND CR WIFE

William Heiling. La Verne Douglas. : None .

15. WAS DEGEASED EVER IN U.5. ARMED FORCES? 6. SOCIAL SECURITY NO. | 17. INFORMANT Address

(YeNnoo,:r unknown)l (If yes, gf've war or dates of servi Mr. Wi 11 1am. Heili EB ther Mo

18. CAUSE OF DEATH (Enter only one:ceyse por. lins INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: NSET AND DEATH

MMEDIATE CAUSE (s) Agpiration pneumonia. week

¥
STATE FILE NUMBER

V5 300
Rev. 4/ 5%

DATE AMENDED

DOCUMENT

which gave rise to
shove cause  [a),
stating the under-
iying  cause last.

" n

Conditions, if lny,] DUETO {b) Phal'yng eal para'lysris . - . Since birth

s To Cerebral palsy.

PART [l. OTHER SIGHIFICANT CONDITIONS CONTRIBUTING T(.‘) DEATH but not related to the terminal PART ill. If deceased was female was
disease condition given in PART [ () there a pregnancy in laat %0 days.

' "Iﬁ"es | @No I m] Unknownl

79, WAS AUTOPSY .] 20a, ACCIDENT  SUICIDE ~ WOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naiure of injury in PART I or PART 11 of item 18.)
PERFORMED?,: M o . o - ! _
ves O NORK |

20¢. TIME OF  Houl _ Month, Day, Year |
INJURY am.
Bam,

: e, PLACE OF INJURY {a.g., In or about home, | 206f. CITY, TOWN, OR LOCATION COUNTY
».‘20‘-’.' {.’}‘ﬂ.‘.’fé‘f,ﬁﬁﬁ"é’.‘&% ., ferm, factory, siveat, office bldg., et '
© NOT WHILE. AT WORK [

o Jan, 21,1963, Jan e 264 1963 ior con ',:,m.l.v.,,._Jﬂ,_aé,_lié_B_

. h-‘: 30 am. m on the date umd sbove, . and to the be:t of my know1edgt, from the causes stated.

[Degree or tifle) 1 &b, ADDRESS - : i, DATE SIGNED
e : Bonne Terre, Mo, 221@.-[63

23c. NAME OF CEMETERY OR éREMATORY 23d. LOCATION (City, town, of county} (State)

Home Cametery. Perryvil le, Missourli.
24. FUNERAL DIRECTOR ADDRESS ) 25. DATE RECD. BY LOCAL REG. 26, GISTRAR'S SIGN.

Caldwell Hom i 5 L

- {Licensed Enibnlr’ner‘s Statemnent on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

'

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO..




hereby certify that the body' whose figme is recorded on the reverse’ side of 'this certificate was embalmed by me,

- L

or by Student Embalmer No.

working under my personal supervision. . - . : ,
Student SignedMMM

Signature of Student Embalmer X
S Y25

—INL,

Licensed Embalmer No

P. Q. Address

' s Lo o ; L,

Nole The above MUST BE SIGNED BY THE I_ICENSED EMBALMER ln hls OWN HANDWRITING {Failure to' comply
wnh the above' constltutes grounds for revocation of license). . . .
if embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed fact should be so._ s\‘ated above ~.

!"-V




